THE MIARSUPIALIZATION operation for pilonidal sinuses was first described by Buie,3 in 1938. In his procedure, the sac was completely unroofed and the overhanging skin and adjacent edge of the sac was excised. The remaining skin edge was sutured to the edge of the sac wall. He believed that the histologic nature of the sac wall, and its similarity to skin, made the lining peculiarly suited for this type of operation. In an effort to shorten the healing time, the procedure was modified first 1 by excising most of the lateral wall and later 2 by removing all the sac with the exception of a 1V4-inch midline strip. The advantages of the marsupialization operation are many. The purpose of this article is to review not only 225 operated cases, but also to report on follow up findings on patients followed from a minimum of one year to over eight years.
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Procedure
There is minimal preoperative preparation for this procedure. An The skin edges are circumcised. The edge of skin and adjacent sac wall are grasped with Allis forceps. After demarcating the amount of sac to be left (just lateral to the midline), the sac and skin edge are excised with scissors. The intact skin edge is then sutured to the edge of the sac with interrupted 2-0 chromic catgut-the bite includes the deeper tissues in order to obliterate dead space. Four throw ties are made and the sutures are left long to facilitate removal. The procedure is then repeated on the opposite side. The final appearance is seen in Figure 3 . A pressure dressing is applied. The appearance during the healing stage is as indicated in Figures 4 and 5 .
The postoperative morbidity is minimal. There is little pain. It is vital to stress that the patient should be followed closely until healing is complete. In fact, the operation is not undertaken if the patient cannot be completely followed. On the second postoperative day, the pressure dressing is re-261 An unuistual finding occurred in two patients. An accessory sac was discovered at some distance from, and not connected with, the primary sinus. These pockets were found only after extensive undercutting and excision of the lateral walls. Such a circumstance may explain some recurrences after pilonidal surgery. In one patient, a factitial element was suspected-he had had five previous definitive procedures. Many of the patients had hidradenitis or sebaceous cysts about the anus. All of our patients were shaved frequently to prevent ingrowth of hair and buried sutures were not used.
Discussion
Despite the fact that pilonidal sinuses are relatively minor lesions, morbidity and high recurrence rate after operation make treatment an intriguing problem. Excision moistture slow the healing process. Whlere delayed healing occurs, the wound slhould be closed with stainless steel wire or the procedure should be repeated in the localized area. Summary A simple marsupialization technic for treatment of pilonidal sinuses is described. Two hundred and twenty-five patients were treated by this method in the cut-patient department of Walter Reed Army Medical Center. All procedures were performed under local anesthesia, using lidocaine with epinephrine as a local anesthetic agent. Not only was hospitalization not required, but all military personnel were able to report back to duty in a few days.
There were 202 men and 23 women in this series, and five patients were Negroes. Prior surgery had consisted of incision and drainage procedures in 62, excisional procedures in 28, and marsupializatien in one. The average healing time was three weeks; delayed healing (over six weeks) occurred in 17 patients. Postoperative complications were minimal. There were 202 patients, two of whom were deceased, with a follow up period of a minimum of one to over eight years. One hundred and fifty-nine patients, or 79.5 per cent, responded to a questionnaire or were examined in person. Eleven patients, or 6.9 per cent, were classified as recturrences.
The technic has universal applicability, whether the case is simple or complicated. The procedure can be performed as an inand-out procedure and hospitalization is not required. No preoperative preparation is necessary, and the disadvantages of primary closure technics are avoided. Infection is not a contraindication to surgery, since adequate drainage is provided. The technic is simple and there is a minimal loss of tissuie. Accessory tracts are easily vistualized. No buried sutures are uised. The healing time and convalescent periods are short and the morbidity is minimal. The recurrence rate is low. The patients are entirely ambulatory. The scar is narrow and adequate padding is present. The intergulteal contour is preserved.
Since there is no hospitalization required for military personnel and an early return to duty is possible, there has been a tremendous number of man days saved as well as a release of beds for treatment of more serious illnesses.
